The interesting report of Panikker et al, 1 which also was discussed in the corresponding editorial, 2 demonstrated that it is feasible and safe to perform left atrial appendage (LAA) electric isolation followed by mechanical occlusion using the endocardial Watchman device in addition to pulmonary vein isolation and extensive left atrial ablation. Furthermore, the authors showed that LAA electric isolation significantly improves their percutaneous ablation outcomes.
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In 2 of 22 (9%) patients, endocardial LAA electric isolation was unsuccessful because of anatomic anomalies. Also, in 85%, acute reconnection occurred during the 60-minute waiting time, requiring reablation to achieve LAA electric isolation. In 6 of 20 (30%) patients, a redoablation was performed during follow-up. Only indirect arguments suggested no late LAA reconnection (no evidence of far-field LAA electric activity in the left superior PV) although PV reconnection was found in 4 of 6 redo procedures.
As already outlined by Panikker et al, 1 isolation of the LAA carries a risk of perforation because of the frailty of the LAA tissue, and performing no additional occlusion after isolation carries risk of thromboembolism. When performing a hybrid AF ablation (combined epicardial surgical and endocardial catheter ablation), we always occlude the LAA in patients with a CHA 2 DS 2 -VASc score >1 using an epicardial occluder device (clip). 3 Besides downgrading the risk for thromboembolic events, epicardial LAA occlusion has the potential to lower postprocedural AF burden by preventing LAA triggers to induce or sustain AF and by reducing the critical mass for AF perpetuation. It has been shown that epicardial occlusion and consequent electric isolation of the LAA can provoke conversion to sinus rhythm. 4 The advantage of using this epicardial occluder device is the permanent electric isolation; from postablation computed tomographic scans, we have learned that the LAA becomes completely atrophic. Hence, epicardial clipping is a safe and effective alternative way to achieve LAA electric isolation and occlusion, in a single step, with minimal risk of perforation and no peridevice leakage.
